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INITIAL COMMENTS

On 12/12/2023, Surveyor conducted a x2
complaint investigation and verification visit at
Your Are Home A. Data collection continued
through 01/05/2024.

Two of 2 complaints were unsubstantiated.
One deficiency was identified.

One deficiency was a repeat violation. See
Statement of Deficiency (SOD) LCO311, dated
03/14/2023.

Under statutory provisions of Wis. Stat. Ch. 50, a
$200 revisit fee is being assessed.

Census: 4

88.07(3)(a) PRESCRIPTION MEDICATIONS

Every prescription medication shall be
securely stored, shall remain in its
original container as received from
the pharmacy and be stored as
specified by the pharmacist.

This Rule is not met as evidenced by:

Based on observation and interview, the provider
did not ensure medications were securely stored
to prevent unauthorized access.
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Continued From page 1

This is a repeat deficiency. See Statement of
Deficiency (SOD) LCO311, dated 03/14/2023.

Findings include:

The provider serves up to 4 residents within one
of the following client groups: developmentally
disabled; traumatic brain injury; and physically
disabled.

On 12/12/2023 at approximately 11:00 AM,
Surveyor asked Caregiver A where the
medication cabinet key was kept. Caregiver A
showed Surveyor a key to a locked storage closet
was hanging on the back of the storage closet
door behind a hanging organizer. Caregiver A
used that key to unlock the storage closet where
the medication cabinet key was hanging on the
wall. Caregiver A confirmed the medication
cabinet key was always kept in the secured
storage cabinet with the storage cabinet key left
hanging on the back of the door, accessible to
anyone.

At 2:15 PM, Surveyor interviewed Licensee B.
Surveyor discussed concerns about the storage
of the medication cabinet key. Licensee B stated
s/he had addressed the concerns with staff
previously and would do so again.

The keys to the provider's medications were
accessible to anyone in the home.
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